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Pulseless Arrest 


Tachycardia with Pulse 


Bradycardia with Pulse 
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Special cases 

<Imo: If seizure >10-15min, use 
Phenobarbital 20 mg/! kg. If Sz 215- 
20m give adtnl 10 mg/kg. See NICU 
protocol. 

<6mo: Consider PT/PTT, LDH, 
AAs, lactate, pyruvate, urine studies 
(UA, reducing substances, OAs, AAs). 
<lyo: Consider Pyridoxine 100mg 
IV if Sz > 15min. 

Fever: Antipyretics. Add BCx, UCx. 
If c/f meningitis, add Abx, Acyclovir. 
Consider LP. 

Hypoglycemia: Slow IV bolus D10 
2.5 mL/kg, First give Thiamine 100mg 
IM/IV if adult or Hx malnutrition. 
Hyponatremia: 3% NaCl 3—5 ml/kg. 
Head trauma: Early stat head CT. 
Ketogenic diet: No Propofol. 

Toxin induced: Avoid Fosphenytoin, 
use Phenobarbital instead. 


W/up: BG, CBCd, Chem 10, 
LFTs, NH,, VBG, b-HCG, Tox 
screen, AED levels, EEG, MRI 
vs CT. Neurology C/s advised. 


Refractory Status: RSI, IPPV. Titrate drips to burst suppression on EEG and maintain for 24-48h. 


Consider central access, inotropes for LBP (pentobarb, propofol). 

— Midazolam: 0.2 mg/kg load, then 0.05—2 mg/kg/hr gtt. Bolus 
0.2 mg/kg prn breakthrough Sz. Titrate gtt Tt by 0.05—0.1 q3-4h 

— Pentobarbital: 5—10 mg/kg load, then 1—5 mg/kg/hr gtt 

— Propofol: 1—2 mg/kg load, then 100—350 meg/kg/min gtt 


ABCs, IV, O, monitors ~ CPP = 
Early NSG involvement MAP - ICP 


when possible. wn ICP < 20 mmHg 


Stabilization and management 


> RSI if : refractory hypoxia, hypoventilation, 
GCS <8 or <12 and rapidly declining 
loss of airway reflexes 
> HOB 30 degrees, head midline 
> Rapidly correct if: 
> LBP Goal CPP > 40 infant, 
>50 child, >60 adolescent 
> LO? Goal SpO, > 93 
> TCO2 Goal PaCO, 35-40 
> Identify, Tx: ` 
= Fever — Hgb <7 
= Glucose <60 — Uncontrolled pain 


IfICP remains >20 mmHg 
> Bolus 3% NaCl 5 mL/kg [<500ml] over 
10—30 min (central preferred, PIV okay) 
or 23.4% NaCl 0.5 mL/kg [<30mL] 
over 20 min (central line only) 
or Mannitol 0.25-1 g/kg over 20-30m 
> Temporarily hyperventilate to PaCO, 30-35 
> Neuroimaging per NSG : 
> If obstructive hydrocephalus present, 
discuss emergent EVD 
If refractory 
> 3% NaCl 0.1-1 mL/kg/hr, goal [Na] > 155 
> D/wNSG (decompressive craniectomy, EVD) 
> Pentobarbital coma: load 5-10 mg/ kg IV, 
then 1-3 mg/kg/hr gtt. Order vasoactives 
to bedside for | BP 


LPCH 
Pathways 


Ifimpending herniation 
Sx: TBP with T/L HR, anisoco- 


ria, severe HA, coma, abnml resp 


pattern, hemiplegia, or flexor/ 


extensor posturing 


> Bolus 3% NaCl 5 mL/kg [<500mL] 
or 23.4% NaCl 0.5 mL/kg {<30mL] 
and/or IV Mannitol 0.25 — 1 g/kg 
> Hyperventilate to clinical improvement 
as brief temporizing measure 
>RSI with Etomidate + Rocuronium 
-= Consider Lidocaine 1 — 1.5 mg/kg 
[<100mg] as premed to blunt ICP spike 


Special cases 

Seizure: Lorazepam 0.1 mg/kg IV [<4mg]. 
Tx promptly. Start or T AED. 

High risk for Sz (eg severe TBL depressed Fx 
parenchymal abnormality): consider AED PPx 
Intubated: Avoidhigh PIP/PEEP if possible. 
Consider lidocaine 1-1.5 mg/kg IV or 
2 mg/kg ETT 3-5 min before suctioning. 
Trauma: Maintain C-collar during 
RSL Confirm C-collar not too tight. 
Unknown etiology: carly stat head CT. 
Vasogenic edema (eg brain tumor, abscess, 
meningitis): Load Dexamethasone 1-2 mg/kg 
IV [<l0mg], then give 0.5 mg/kg q6h. 
Note: does not help cytogenetic edema (eg 


stroke) or widespread trauma (eg. TBI) 


CV 


. = 23 consecutive ventricular beats (wide 
Nonsustained VTach (NSVT) QRS), lasting <30 sec, with HR >100 


Management: Identify and Tx if reversible causes — Often ASx, self-resolving, incidentally 
> DDx: Electrolyte imbalance, malpositioned line, noted on cardiac telemetry 


LBP, hypoxia, anemia, adverse drug effect, MI, HF — Consider Chem 10, CBC, EKG, CXR 


(6 cardiolog y C/S, especially if structural heart defect, multiple episodes, symptomatic, p/w syncope, or strong FH 


H t . E Life/organ threatening HTN (eg AMS, HF) 
M S Typically SBP >30 + upper limit wnl 


Drips Non drips: 
> Nitroprusside 0.5—10 meg/kg/min gtt > Hydralazine 0.1—0.2 mg/kg IV/IM [<20mg] q4-6h 


— Usual max = 3. Cyanide and thiocyanate > Labetalol 0.25—1 mg/kg IV [<20mg] q4-6h 
toxicity risk. Send thiocyanate level if - Avoid in asthma, BPD, pheochromocytoma 


>4 meg/kg/min or on drip >3-Sdays. (Current SBP — 95" %tile) 


Initial goal: 4 SBP by < Ai 


Avoid in renal/hepatic dysfunction 


> Esmolol 500 meg/kg over 1 min, then 


W/up: Chem 7, CBC, UA, cycle BP q2min. 


50-200 meg/ke/min g s > 
à a DE ETG. Consider CXR, EKG, Echo, Kidney US, Tox, head CT 


— Avoid in asthma, BPD, pheo 
> Clevidipine 0.5-1 mcg/kg/min gtt, Hypertensive Urgency ASx, no organ damage 

T by 05-1 every 2-10 min [max <10] > Hydralazine 0.25 mg/kg PO [<25mg] q6-12h prn 

= Adults: initial dose 1-2 mg/br, typical > Isradipine (Dynacirc) 0.05—0.1 mg/kg PO q6-8h 


4-6 mg/br [max <21 mg/br] [<10mg]. Effect in 2-3 hrs 


Acquired Long QT & Torsades QT, 2 500ms | QTc= a 


Moderate if: 
ABCs. Cardiac tele, PIV, Chem 10, EKG. Cards c/s beri 
> Review meds 


> Replete lytes: K>4, Mg >2, iCal > 1.2 


O>460ms 4 >450 ms 


Most common T QT causes: 


- Meds, K, Mg 


Less common: 


Torsades de pointes: assess hemodynamics, Tx promptly 
Stable: Bolus IV magnesium sulfate 25—50 mg/kg 
[<2g] over 15 min or faster as needed. Monitor BP 
Unstable ( 1BP AMS, chest pain, HF): Immediate 


cardioversion / defibrillation. Can bolus IV Mag. 


-= 4 Ca, Tox, congenital 


If patient becomes pulseless > PALS algorithm (start CPR) 


ABCs, monitors, SPO, >92, PIV 
Initial Tx: 


LPCH 


> Albuterol 10-20mg/hr continuous Pathway 


‘or 8 puffs MDI qlhx1-3 
or 2.5-5 mg Neb q20min x1-3 

> Ipratropium neb 0.5-0.75 mg 

> Dexamethasone 0.6 mg/kg [< 16mg] IV/PO 
or Methylpred 2 mg/kg[<125mg]IV 


Ifpoor response: For extremis, can add Epinephrine 
> Magnesium sulfate 25-50 mg/kg IV [<2g] over 20 min 0.01 mg/kg [<0.5mg] IM/SC q20m x3 


If poor response: 
> HFNC 0.5-2 lpm/kg[<20-30] or CPAP 5 cm H,0 
= Make NPO, start D5 NS or LR at IxMF. VBG, trend TCOM/EtCO, 
> BiPAP 10/5 > 14/6 > 16/8 > 20/10 cm H,0 
= Ifnot tolerating NPPV, consider Precedex or Ketamine for anxiolysis 
> Terbutaline: load 10 meg/| kg IV over 10 min, then 0.4 meg/| kg/ min gtt 
-= Can T by 0.25-0.5 meg/kg/min [<3] prn q30min 
= Cardiac tele. Trend EKG, troponin qi2h. Se May develop TK, LBP 
= Caution -agonists >20 mg/hr > T risk arrhythmia. Consider bolusing 
NS/LRto | HR 
> Aminophylline: load 6mg/kg IV, then 0.5-1 mg/kg/hr gtt 
= Check drug level in 6-12h, titrate gtt to goal level 10-15 mcg/mL 
> Heliox: mixture 80/20 He:O, 
=l He:O, to 70/30 or 60/40 for THO, requirement 


If refractory 

> DDx: consider foreign body, vocal cord paralysis, congenital (rings, slings, laryngomalacia), mediastinal mass 

> Intubation: consider Ketamine +/- Atropine +/- Rocuronium (see RSI) 

> IPPV: Sedation with ketamine +/- midazolam. Avoid prolonged paralytics. Potential settings: 
volume control 8 cc/ kg, max PIP 45cm, low RR, long E time (I-E 24). Allow permissive hypercapnia, 
PEEP set at 1—2 cmH20 below auto-PEEP Anticipate air leak, PTX. Ketamine 1 mg/kg IV qlh 
PRN suctioning and/or Lidocaine 1 mg/kg ETT qáh PRN suctioning to 4 bronchospasm. 

> Consider isoflurane. Consider VV ECMO. 


Biphasic reaction 


15% of Pts, usually in <12h 


IM Epinephrine 0.01 mg/kg [<0.3mg; <0.3mL] 
> Repeat q5-15min x1-3 
Attach monitors, FiO, 100%, place recumbent, elevate BLEs 


(reported up to 72h) 

Labs: (optional) draw serum 

>If shock (poor perfusion, BP): bolus 20 ml/kg NS/LR tryptase 15m—3h and/or 
= Repeat prn, monitor UOP histamine 15m-25m after 

> If bronchospasm: Albuterol Neb 2.5—5 mg, repeat PRN onset of Sx 

>If refractory anaphylaxis: Epinephrine gtt 0.1—1 meg/ kg/ min Tre ea aain 

> Can also consider: IV Methylpred 1 mg/kg [<125mg], to epinephrine in the setting of 

IV Benadryl I mg/kg[<50mg],IV famotidine 0.5 mg/kg[<20 mg] anaphylaxis y 


Bronchiolitis Notes 
— Consider NPO ifRR >70 


Desats/Increased WOB: - RVP and CXR are not 


-= Consider congestion/nasal obstruction, mucus plugging. routinely recommended 


1 line: reposition, suction q2-4h +PRN 


= Ifimproving > worsening: can 
= Stepwise escalation: blowby O, PRN > 0.25—4 L NC > evaluate for AOM, consider 


0.5-2 L/kg HFNC > CPAP > BiPAP > intubation/IPPV CRP, CBCd, CXR, UA 
Dehydration — Routine albuterol not a/w 
= Monitor UOP (see vitals table for wal by age), trend We QD shorter hospitalization. Can 
— If dry, bolus 20cc/kg, If no PO, DS NS/LR at 1xMF° trial ACT if severe. 


F a Use Westley Score to determine 
oup / Post-Extubation Stridor croup severity 


Definitive: Dexamethasone 1V/IM/PO x1 


Mild Croup: 0.15—0.6 mg/kg [<16mg] xl 
Mod/Severe Croup: 0.6 mg/kg [< 16mg] x1 


Temporizing: Rac Epi 0.05 ml/ kg [<5ml] 
(2.25%), repeat PRN 
Post-Extubation: 0.25—0.5 mg/kg [< 10mg] q6h Tip: For better dexamethasone taste, 
Consider: Heliox 80/20 (4 to 70/30 - 60/40 for T FiO,) request IV formulation for PO use 
CPAP 


E EN 


Deh yd ration/AKI Prerenal Intrinsic Postrenal 
eg AKI ATN Obstruction 


Management: FEN. <1% S1% 54% 
IV bolus 20 ml/kg NS or LR, repeat PRN Da 2 2 = 
- Consider 5-10 ml/kg if cardiac Hx or Hgb <7 FEUrea <35% >50% N/a 


- Avoid bolusing IV dextrose 


e Chem 7, urine Na + urine urea (w/ Cr, 
Consider20 ml/kg Pedialyte NG/GT ifavailable bee Dita Na ipine we (a) ry 


Sx: 4 [Phos], 4 [K], peripheral edema, 
tMg], Tt [glucose], CHE Sz, rhabdo 


Refeeding Syndrome 


Management: = 
= Continuous tele, Chem 10, CBC, CK, EKG ~ 4¢7%k: Anorexia nervosa, FTT, 4 }/no nutrition 


= D/c feeds. Replete electrolytes. Monitor for for 25-10 days 

HE arrhythmia -= Highest mortality from cardiac complications 
= Before starting dextrose-containing fluids, (resting HR >70 can be abnml in severe anorexia) 
— Consider Wernickes if AMS/ataxia/ocular dystxn 


GI 


W/up: Chem 7 (TBUN), LFTs, 
Upper GI Bleed coags +/- lipase, H pylori, KUB, 


Abd US, endoscopy 
ABCs, 2 large IVs, CBC, T&S, NG lavage, NPO á 
> Start PPI: DDx: 


Esophageal varices, esophagitis, 


give IV thiamine 100mg 


- IV Pantoprazole 1 mg/kg [<80mg] x1 


then 0.1-0.2 mg/kg/hr [<8mg/hr] gtt gastritis, ulcer, idiopathic, foreign 


body, Mallory Weiss, Diculafoys, 


= or IV Pantoprazole 1 mg/kg [<40mg] BID AVM, IBD, vasculitis (HSP), 

mie PO Omeprazole 1 mg/kg [ <20mg] BID pancreatitis. other sources of 
> Transfuse as needed blood (eg hemoptysis, swallowed 
> Consider endoscopic repair, IR embolization maternal blood) 


Varices: if present, can add Octreotide. Load 1-2 meg/kg [<100meg] IV, then 


bel 


—2 mcg/kg/hr gte [<50]. Monitor for LHR, L glucose. Taper over 24 hrs. 


W/up: CBCd, Chem 10, lipase, amylase, LFTs, CRP, 
triglyceride, b- HCG. Consider KUB, RUQ US, EtOH 
Initial management: Notes 

-= NPO. Bolus 20 ml/kg NS or LR — Sensitivity lipase > amylase. Usually T > 3x wal 


Acute Pancreatitis 


Discontinue all K-containing IVF (including TPN) 


Indictations for emergent Tx: 


Emergent Tx: EKG changes 
= — Muscle weakness/paralysis 
Ifno IV: Albuterol Neb 2.5—10mg, then -[K]>7 
> Calcium Gluconate 60 mg/kg[<3g]IVoverSmin or —[K] > 6and continued risk of T 


Calcium Chloride 20mg/kg[<1g]IV over20min* and 


> Regular insulin 0.1 units/kg [< 10 units] 


IV Dextrose central over 30m. Check BG after 1h 


<5yo: 5mL/kg D10 
25yo: 2 mL/kg D25 [<100mL] 
> Start non-emergent Tx (reduce total K) 


> Consider Sodium Bicarb 1 mEq/kg [< 50 mEq] 


If failed response: 
> Repeat emergent Tx. Consider HD/CRRT 


Non-emergent Tx: 


(eg tumor lysis syndrome) 
with W/up: VBG w/ lytes, CBC, 


Chem 10, cardiac tele, can trend 


EKG 
and Common causes: hemolyzed 
ad sample, exogenous (IVE TPN), 


renal failure, cell death (rhabdo, 
tumor lysis, crush injury, burn), 
metabolic acidosis, drug effect 
(spironolactone, ACE-I), CAH, 


adrenal insufficiency, hematoma 


Non-emergent 1x 
EKG changes: Peaked T-wav 

> Correct reversible causes > PRand QRS aie 

> Furosemide 1—2 mg/kg IV/PO [<40mg] q6-12h > loss of P-wave > Sine wave 


> Sodium polystyrene sulfonate 1 g/kg PO/PR[<30g] qh ‘Preferred in setting of cardiac arrest 


Avoid if bowel obstruction, post-operative, on opioids, 


or impending arrest. May be infused 


ileus, preterm neonate. Check for drug-drug interactions more rapidly depending on seenaria 
Garg pray aepenamg, 


Chronic and/or Asymptomatic 
- T [Na] by 4-6 mEq/L over initial 24h 
= Can generally correct using isotonic fluids 
Severe Symptoms (Sz, AMS, LRR) 
> 3% NaCl 3-5 mL/kg over 10—15m (central 
preferred, PIV okay) 
- May T serum [Na] by 25—4 mEq/L 
Persistent_Sx; Repeat 3% NaCl bolus x1-2 
Ifcentral access: Infuse 3% NaCl at 1-2 mL/kg/hr 


until transition to isotonic fluids (NS, LR) 


Rate of correction varies by 
duration of hyponatremia 


s: Initially check [Na] 94-6 hours until 


trajectory established 
Slow correction: 
— T [Na] by 6-8 mEq/L per day 
— Ifhigh risk, T [Na] by 4-6 mEq/L/day 


Rapid correction: 
— T [Na] by 5 mEq/L over initial 3-4h, and 
t by <8 mEq/L over initial 24h 
- Then Î by 6-8 mEq/L per day 


= Start 1.5—2xME titrate to UOP 
= Replete calcium. Goal [glucose] < 200 
-= Manage pain. Consider PCA 
— Ifappetite, no ileus, no N/V: can trial low 
fat, soft diet in first 24h, slowly ADAT 
— Workup cause 


— In adults, ? BUN trend over initial 24h a/w 
T risk mortality 

— Post-pyloric (NJ) feeds preferred to TPN. De 
enteral nutrition if not tolerated (T abd pain, 
vomiting, bloating, diarrhea). Use low-fat high 


protein formula 


HEME/ONC 


Tumor Lysis Syndrome 


> Start D5 NS/LRat 1.5—2x ME maintain urine 
SG < 1.010 

> Chem 10 + uric acid q4-6h, LDH q24h. Space 
labs as able. Manage electrolyte abnormalities 

> Allopurinol: start 24-48hrs before Chemo 

> Rasburicase: 0.1-0.2 mg/kg [<6mg] IV 
once if uric acid 28—10 mg/dL. Trend 


uric acid q6-12h until resolution of TLS 


T fusion 


| 


Fresh frozen plasma (FFP) 
= 10—20 cc/kg may t Coags to >30% wnl 
— Minimal effect if INR <1.7 
— Give if transfusing > ~105-120 ce/kg pRBC 
Cryoprecipitate 
= l unit/10 kg [<12 units] over 30min 
- May Î fibrinogen 60-100 mg/dL 


= Commonly given for fibrinogen <150 + active 


bleeding or for fibrinogen < 100 mg/dL 


Turicacid, TK, Î Phos, 
4 Ca, TLDH, uremia 


At Î risk: high grade NH ly mphoma (Burkicts), 
ALL with WBC >100K, AML w/ WBC >50K, 


significant tumor burden, highly sensitive to chemo 


Complications: acute renal failure, electrolyte 


abnormalities (hyperkalemia) 


Consider furosemide for fluid overload, Î K, T Phos 


pRBCs 
= 10 ce/kg over 2-4h 
- May T Hgb 2-3 gm/dL 
= Use 5 ml/kg over 4h if initial Hgb <5 
Platelets 
= Lunit/10 kg [<6 units] over 30-60m 
- May T Plt by 30-50K 
= Use 10 cc/kg if patient Wt < 10 kg 
— Give if Plt <10 and either active 


bleeding or Onc Pt 


Massive Transfusion 1:1:1 of pRBC, Plt, FFP. Activate massive transfusion protocol 
— C/bcoagulopathy,dilutional 4 Pl,hypothermia, citrate toxicity(> 4 [Ca]"*), f [K] 


— Consider Tranexamic Acid (vs Amicar) 


> Iftrauma: TXA 15 mg/kg [<1g] load, then 2 mg/kg/hr [<125 mg/hr] get for 8hr 
= If severe/refractory bleeding, may consider recombinant factor VIa 30—90 mcg/kg 


ANC= 


Febrile Neutropenia ANC < 500/mm? and TECA INET US 
P Temp 238.3C or 238.0 Cx2in 24h 


W/up: CBCd stat, CRP, BCx (central line 
+ peripheral), UA/UCx (bag or clean catch 
— Line infection/cellulitis: Cefepime + Vancomycin | only) +/-CXR, RVP 

-Abd infection: Pip/Tazo or Cefepime + flagyl | = Target further w/up based on HPI, 
— Unstable, ill-appearing (toxic, | BP): Meropenem physical exam (including oral, perianal) 


+ Vancomycin (see Sepsis) 


Start empiric Abx in <30 min 


= Standard: Cefepime 


Avoid catheterization, rectal temp, PR meds 


ID 


Suspected Sepsis: Initial management Total time: <60 min Shock 
-= Establish IV. FiO2 100%. DO, < V0, 
> In<Smin:1* 20 ml/kg NS bolus. Vitals q5m. Call rapid. inadequate oxygen 


- Labs: BG, CMP, CBCd, CRP, BCx, VBG, lactic acid, UA, T&S, coags nee ser an 
Target additionasl w/up to identify source of sepsis. E g Fa 


— Start appropriate Abx in < 60 min 
LBP or THR and TRR 
> 2"4 20 ml/kg NS bolus, re-evaluate 


Oxygen delivery 
DO,=Ca0,xCO 


[Arterial oxygen content 


If persistent: CaO, = Hgb(Sat)(1.34) 
> 3" 20 ml/kg NS bolus + (PaO, )(0.003) 
> Verify appropriate Abx started. Correct if | glucose, 4 Ca” 
Rees Cardiac Output 
If persistent: = 
> Start peripheral epinephrine (0.05 — 0.3 mcg/kg/min) TO 
> Obtain central access. Consider RSI (consider ketamine, rocuronium) 
= Labs: Consider cortisol, central venous blood gas, lactate SIRS if 22 


-Temp >385 Cor 


<36C 


Ifpersistent: 


> For cold shock: titrate epinephrine 
> Forwarm shock: start central norepinephrine ((.05—0.3 meg/kg/min). Echo 


Tachycardia o 
Bradycardia 


> Consider further imaging for source, consider other causes of shock - Tachypnea 


If persistent: Abnml WBC for 
> Consider 10 ml/kg pRBC transfusion if Hgb <10 age or > 10% IG 
> Consider stress dose steroids (see Adrenal Crisis’) Sepsis if 

Ifpersistent: Catecholamine Resistant Shock. Assure euvolemia. SIRS and 
> If warm shock and on norepi: consider epinephrine vs vasopressin Suspected infection 
> If cold shock, SevO2 <70%, Hgb >10, and on epi: add norepinephrine Septic Shock if 

= Note: if cold shock, wnl BP, Sev <70%, Hgb >10, on epi: add milrinone - Sepsis and 


- CV dysfunction 


Vasoactives 


Dose Receptor 
(meg/kg/min) (agonism) Notes 
1-5 D T renal blood flow 
Dopamine 6-10 B, Ionotrope (T SV) 
11-20 a, T SVR, T afterload 
<0.05 Carl, Chronotrope, ionotrope, L SVR 
Epinephrine 
0.06 - 2 a, TSVR 
Norepi 0.01-1 23 Bic | orotan oana N. 
Milrinone 0.25 - 0.75 PDE (inhibitor) Ionotrope, lusitropy (Î diastolic 
fxn), 4 afterload 
F 7 TT SVR, reflex | HR (avoid in 
Phenylephrine 0.1- 0.5 a, cardiogenic shock) 
Shock 0.3-2 v Isolated TT SVR 
i (mU/kg/min) 1 [Max <40 mU/min] 
Vasopressin - — 
DI 05-10 Vv. t aquaporin translocation in 
(mU/kg/hr) 2 kidney tubule; central DI only 


ENDO 


d Fanal Gire Sx: LBP, shock, 4[Na], T[K] +/- vomiting, 
diarrhea, abd pain, fever, AMS, L [glucose] 
Hydrocortisone (Solu-Cortef) IV/IM - Labs: BG, chem 7. Consider cortisol, 
ACTH before Tx (1° vs 2° adrenal insuf). 
Adtnl w/up for CAH 


= Correct electrolytes, volume depletion, 


(1)50 mg/m? orl—2 mg/kg [<100 mg] xl then 
(2) 12.5-25 mg/m? or | mg/ kg [<50 mg] q6h 
In emergency, may use initial dosing: 


0-3yo =25mg 3-12y=50mg >12yo = 100mg hypoglycemia 


#4312 
| ABCs, monitors, 2 PIVs. Labs Definition: 
| (1) Bolus 10-20 ml/kg NS or LR (over 1 hour) then 1.Serum glucose > 200 mg/dL 
| (2A) Start insulin gee: 2.Metabolic acidosis (venous 
= Consider 0.05 units/kg/hr for <5yo pH<7.3 or HCO,<15) and 
= Consider 0.1 units/kg/hr for >5yo and 3.Ketosis (22+ ketonuria 


(2B) Start 1.5xMF using 2-bag system: or B-hydroxybutyrate 23) 
> Bag 1: NS +20 KCl+20 KPhos 
> Bag2:D10 NS +20 KCI +20 KPhos -= Mild <7.3-72 

= Only start Bag 2 when: glucose <300 = Moderate < 7.2—7.1 
or glucose dropping > 100 mg/dL/hr = Severe <7] 

— Potassium: \finitial [K] >5.5, and non-hemolyzed, Labs: glucose POC ql, VBG q4, 
hold K in fluids until serum [K] <5.5 Chem 10 q4, UA, {-hydroxybu- 

(3) After 4-6h on 2-bag system: tyrate, HbA Ic, CBCd, CRP 

— If Î [Na], can change to 4 NS Alternate VBG/Chem 1042h 
— IFT [CI], can change to acetate-containing fluids or % NS 


Severity: by venous pH 


Corrected Sodium: 
Cerebral edema: #1 cause of mortality. Monitor and Tx Glucose — 100 
promptly if Sx of TICP_ArT risk: initial 4 PaCO, or TBUN. 100 ) 
> 3% NaCl 3-5 ce/kg IV (PIV ok). Can also give Mannitol If corrected Na < 140: increase 
0.5—1 g/kg IV over 20-30 min, may repeat in 30 min prn frequency of sodium monitoring 
> NSG c/s. Consider CT head 
> R/o 4} [glucose] and 4 [Na] 


Hy p o g ly cemia For BG <45, draw critical labs before Tx if possible: 


= [Na] +(2x 


Repletion of Mg, HCO, not routine 


PO: Carb (eg fruit juice) x\-2, recheck BG in 15-30min = Labs (on ice): CMP, insulin, 6-hydroxy, 

IV: (Z) Slow bolus 2.5 mL/kg D10 (preferred) cortisol, GH, C-peptide, FFAs, lactate, 
or 1 mL/kg D25 acylcarnitine, NH, urine OAs 

then (2) Infuse 3-5 ml/kg/hr D10. Check BG = Note: IFPIV extravasates, 


q30-60m until stable (70-120) T [glucose] > T tissue injury 


TOX Poison Control: 


1(800) 222-1222 


Acetami nop hen toxicity Consider stopping NAC when: 


(1) Pe ASx (2) APAP <10/undetectable 
and (3) ALT < 50% peak 


N-Acetylcysteine (NAC): 

— IV 150 mg/kg [<15g] over 1hr, shen 50 mg/kg 
[<5g] over 4hr, shen 100 mg/kg [<10g] over 16hr Add Activated Charcoal 1 g/kg [<50g] 
then repeat as needed or if <4h ingestion of > 150 mg/kg 

-= PO/NG 140 mg/| kg xl, then70 mg/' kg qáh x17 (unless GI obstruction or aspiration risk) 


Benzodiazepine overdose Sx (isolated BZD OD): 4 CNS, wal vitals 
DDx: 


Caution: risks of reversal often outweigh benefits. Co-ingestant (esp if LRR), hypoglycemia, 
Reversal can provoke seizures, particularly ifHxBZD CO poisoning, stroke, meningitis, head 
exposure or { Sz threshold. Apply clinical judgement trauma, encephalitis 


Flumazenil 0.01 mg/kg IV [<02 mg] over 15 sec — Peak effect: 6-10 min 


— May repeat 0.005-0.01 mg/kg [<0.2 mg] x4 [max < Img] — Duration: 45-75 min 
Narcotic overdose Sx: LRR, 4 Temp, | HR, J BP, pinpoint pupils 
Naloxone IV/IM 


— Naloxone half-life: 60—90 min 
— Repeat dose q30—60 min PRN 


> Partial reversal: 1-5 meg/kg, 
> Full reversal: 0.1 mg/kg [<2mg/dose] 


. Sx: Tremor, MS A’, TDTRs, THR, TBP. 
Serotonin Syndrome 
T Temp, T diaphoresis, clonus 


- W/up: CBC, Chem 7, LFTs, coags, 
creatinine phosphokinase, BCx, UA, 
= Sedate: Lorazepam 0.02-0.04 mg/kg IV [<2mg] CXR, CT head, LP 
> Repeat ql0min PRN — Common causes: MAOI, SSRI, meperidine, 
= SpO, 294, IVE cardiac tele dextromethorphan (DayQuil), MDMA 
— Then if persistent Sx, consider Cyproheptadine — Avoid Acetaminophen 


ETHICS 


Informed Consent 1. Disclose relevant information eat: 
= Clinical issue 
IL Recommend a plan = ills 
III. Assess for understanding of I and II a 
é — Alternatives 
IV. Elicit decision 


V Document consent (if applicable) 


Initial management 
= Monitors, PIV, d/c serotonergics 


= Consequences 


